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PATIENT NAME ___________________________________________________ DATE OF BIRTH ____________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Medications and/or Other Comments: 
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________ 
 
To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect 
information can be dangerous to my (or patient’s) health. It is my responsibility to inform the dental office of any changes in 
medical status. 
 
SIGNATURE OF PATIENT, PARENT, OR GUARDIAN ____________________________________ DATE ____________ 
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1808 Richards Rd Suite 101 � Bellevue, WA 98005 � Ph: (425) 378-DENT � Fax: (866) 891-3386 � www.factoriadental.com 
 


